Introduction
Tongue cancer accounts for 30%-50% of oral cancers. The frontal two-thirds of the tongue (with the circumvallate papilla as the boundary) is where the tongue can move. Cancer in this region is considered carcinoma of tongue. Cancer on the posterior third tongue is referred to as base of tongue cancer. The pathogenesis of tongue carcinoma is related to several factors such as poor oral hygiene, alcoholism, and heavy smoking. 1 The surgical removal of primary tumors through regional lymph nodal clearance is a preferred therapeutic option for tongue cancer. However, it cannot be done if the primary tumor with clinically negative neck nodes is thinner than 2 mm based on postoperative examination of the neck. Radiation therapy was typically performed for advanced tumors, and the survival rates of patients with stage I and II deep tongue cancer were not impacted by postoperative radiation therapy. 2 Postoperative radiation therapy was however effective for improving locoregional control rates, but did not improve overall survival rates. 
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At present, no survival data are available for tongue cancer or for long-term locoregional control of the disease. Thus, there is a dearth of pertinent evidence, and the benefits of radiation and surgery for tongue cancer remain controversial. Therefore, this study was performed to assess whether the survival of patients who receive both surgery and radiation therapy is better than those treated by surgery alone. The study is based on the Surveillance, Epidemiology, and End Results (SEER) database. When necessary, patients' baseline characteristics were compared by performing a chi-squared test. Tongue cancer mortality was compared across groups with the KaplanMeier method, and the risk factors that influenced the survival of these patients were analyzed by multivariate Cox regression models. All statistical analyses were conducted with SPSS (version 20.0, IBM Corporation, Armonk, NY, USA). The differences were deemed statistically significant if the two-sided P-value was below 0.05.
Materials and methods
Results
A total of 9,474 patients diagnosed with tongue cancer between 2005 and 2008 (inclusive) were included as respondents in the study. Patient characteristics are shown in Table 1 . In this study, 2,759 patients were treated by surgery and radiotherapy, while 6,714 patients received only surgery. On average, the patients who had received both surgery and radiotherapy were younger than those treated by surgery alone (P,0.001). There was also a higher percentage of whites. Both groups showed similar results for year of diagnosis.
Survival rates were higher among patients treated by both surgery and radiotherapy, as shown in Figure 1 . Moreover, old age (P,0.001), being black (P,0.001), distant stage (P,0.001), first malignant primary indicator (P,0.001), not married (P,0.001), and surgery only (P,0.001) were confirmed as significant risk factors associated with poor survival, as indicated from univariate analysis and Cox regression. Age below 50 years (hazard ratio [HR]: 1.712, 95% confidence interval [CI]: 1.550-1.890) was also a significant risk factor. Nevertheless, grade and sex were not independent risk factors ( Table 2 ).
analysis of subgroups for evaluating effects of surgery and radiotherapy
The multivariate model identified black, distant stage, age under 50 years, sex, being unmarried, and surgery as associated with poor survival (P,0.001). Nonetheless, year of diagnosis and grade were not independent risk factors, as shown in Table 3 .
Discussion
As a common form of head/neck cancer, tongue cancer is the most common form of oral cavity cancers. Surgical reconstruction techniques have improved, and the percentage of tongue cancer patients treated by surgery has increased steadily since 1980. 4, 5 Nevertheless, radiotherapy remains important in managing tongue carcinoma, owing to its better functional and aesthetic results. 6 The data for this group suggested that the 5-year survival rate was 52.5% among patients treated only by surgery, and 56.0% among patients who had received both radiotherapy and surgery. According to statistical analysis, therapeutic effects were better for the group treated by both radiotherapy and surgery than for patients treated by surgery alone. This is perhaps because the radiotherapy kills subclinical lesions and some tumor cells within targets while reducing local recurrence and distant metastasis. Thus, an ideal therapy option should be chosen clinically. The optimal treatment plan should be collaboratively designed by physicians from both radiotherapy and oral surgery departments, in order to improve local control rates and survival.
Likewise treatment. This study suggested that the better therapeutic effects were associated with early postoperative therapy and the termination of subclinical legions. It was more effective to perform a postoperative therapy every 2 weeks. Since blood did not circulate well in tumor cells remaining after surgery and the cells became less sensitive to radiation, radiotherapy should be performed and dosages should be increased as early as possible. Local recurrence is a major cause of treatment failure in tongue cancer. An ideal option for radiotherapy is combined treatment with external radiation and interstitial brachytherapy. This may significantly improve local control and survival rates, preserve the appearance of the tongue, and maintain its functions for chewing, swallowing, and pronunciation, thus improving patient survival rates. 8 According to a report by the Shanghai Medical University Oncology Hospital, 123 cases with early-stage squamous cell carcinoma of the frontal oral tongue that moved were studied, and then treated by external radiation and interstitial therapy with radium needles. 9 Among these patients, the 5-and 10-year survival rates at stages I and II were 92.3% (24/26), 92 the neck section had considerable impact upon prognosis. It was also reported that the failure rate was only 9% in patients who had received DT40-50 Gy preventive radiotherapy on the neck, and as high as 44% in others who had not been treated by radiotherapy.
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This study also suggested that for blacks and the elderly, both the summary stage 2000 (1998+) and the first malignant primary indicator were risk factors for the prognosis of tongue cancer. Men and women exhibited no difference in survival rates among the total tongue cancer population, whereas women's tongue cancer prognosis was worse than men's in the group that had received surgery and radiotherapy. However, grade was not a risk factor for the total tongue cancer population, nor was it a risk factor for patients who had been treated by surgery in combination with radiotherapy. Age was also reported to be a factor influencing tongue cancer treatment. 11 Hence, patients that had received both radiotherapy and surgery for tongue cancer outperformed those who had been treated by surgery alone. Additionally, the survival rate was the same between the sexes among the total tongue cancer population. However, differences between the sexes did exist in tongue cancer prognosis for patients who had been treated could take part in normal work. Therefore, combined treatment by appropriate external and interstitial radiation was an optional optimal therapy for patients with recurrent or advanced tongue cancer. The treatment of lymph nodes in by both radiotherapy and surgery. It was also found that grade was not a risk factor for patients with tongue cancer. This was a retrospective study with several research data limitations. To improve the therapeutic effects of tongue cancer, a combined treatment consisting of surgery, radiotherapy, and chemotherapy has yet to be performed. Multicenter prospective studies are expected to be conducted in the future, in the hope of discovering better therapy options.
